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Introduction
　　The　standard　surgical　management　of　the　abdominal　aortic　aneurysm　since　its　inception　in　the　1950’s
requires　extensive　surgical　manipulation　through　a　large　abdominal　incision　and　hospitalization　which
normally　averages　11　days　in　our　institution．　Current　mortality　for　this　procedure　in　teaching　hospi－
tals　is　three　to　five　percent．
　　In　the　last　five　years　there　has　been　an　explosion　in　technological　advances　that　has　permitted　the
development　of　a　minimally　invasive　surgical　procedure　combined　with　imaging　techniques　that　involve
the　introduction　of　a　synthetic　polyester　graft　within　the　aneurysm　and　that　in　turn　prevents　expan－
sion　and　subsequent　rupture　of　the　aneurysm．　Results　to　date　demonstrate　an　ability　to　provide　low
mortality　and　morbidity　for　this　procedure　even　in　high　risk　patients　and　to　discharge　the　patients
within　a　few　days　in　the　majority　of　cases．
Graft　Characteristics
　　The　TalentTM　grafti　is　manufactured　by　World　Medical　in　Miami，　Florida．　It　is　a　combination　of　a
thin　walled　（O．18　mm）　polyester　woven　graft　with　a　nitinol－titanium　oxide　coated　self　expanding　stent．
The　nitinol　exoskeleton　provides　full　support　for　the　length　of　the　graft　and　also　includes　two　stabi－
lizing　longitudinal　bars　that　prevent　rotation，　provide　the　column　strength　and　avoid　the　possibility　of
graft　migration　（Fig．　1）．　The　system　is　modular，　self　expanding　and　can　be　custom　built　to　provide　a
tube　aorto　uni－iliac　or　aorto　bifurcation　configuration．　lt　also　provides　for　short　extension　devices　that
may　be　added　as　components　for　the　proximal　aortic　neck　or　the　distal　iliac　segment．　Further　char－
acteristics　allow　for　an　open　nitinol　segment　or　bare　wire　configuration　（Fig．　2）　for　deployment　if　nec－
essary　across　the　renal　arteries　in　situations　where　the　neck　of　the　aneurysm　is　shorter　than　desirable
（1．5　to　2．0　cm）　or　angulated．　The　open　web　configuration　allows　for　improved　fit　of　the　prosthesis
against　an　irregular　aortic　wall．　This　device　has　the　capability　of　accommodating　the　large　aortic　neck
up　to　34　mm　in　diameter．　lntroducer　sheath　size　is　variable　depending　on　the　size　of　the　graft　utilized
and　is　between　20　French　and　27　French．　lliac　limbs　of　the　graft　are　generally　introduced　via　an　18　to
20　French　sheath．　This　system　does　not　employ　hooks　or　struts　to　prevent　migration　but　relies　on　the
radial　expansile　force　of　the　nitinol　stent　to　hold　its　position．　Strategically　placed　radio－opaque　mark－
ers　are　incorporated　to　facilitate　precise　deployment　and　docking　techniques　for　the　iliac　segments．
The　delivery　system　contains　an　optional　tip　balloon　（Fig．　3）　for　allowing　temporary　aortic　occlusion
during　deployment　（Fig．　4）　and　a　central　balloon　or　tamping　balloon　to　ensure　complete　device　expan－
sion　and　seal　against　the　aortic　neck　or　iliac　artery．
　　The　procedure　in　our　centre　has　been　conducted　in　a　radiology　suite　with　operating　room　capabil－
ities　utilizing　a　team　of　vascular　surgeons　and　interventional　radiologists．　Road　mapping　facilities　are
usefu1　but　not　essential．　ln　patients　with　poor　renal　function　CO2　angiography　has　been　used　for　visu一
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Fig．1　Talent　Modular　GraftFig．　2　Open　graft　nitinol　stent　for　across　renal　deployment
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alization　of　graft　positioning　and　appropriate　deployment．　We　have　a　preference　for　the　ability　at　least
to　perform　advanced　catheter　and　wire　manipulations　in　these　patients　and　feel　that　this　increases　our
capability　for　successfu1　deployment　and　patient　outcome．　Although　these　procedures　can　be　conducted
under　local　anesthetic　we　feel　that　at　least　in　the　early　phase　of　experience　that　it　is　advantageous　to
carry　the　procedure　out　under　general　anesthetic　or　epidural　anesthesia　supplemented　by　a　local　field
block．　Full　cardiac　monitoring　is　appropriate　in　the　majority　of　these　procedures．
Results　of　the　Talent　Graft
　　Our　experience　in　the　last　two　years　with　the　compassionate　use　program　in　Vancouver　has　involved
24　patients，　all　of　whom　were　ASA　Class　4．　Given　this　modest　experience　we　are　reporting　the　results
under　three　separate　categories．
　　　1．　Vancouver　experience　with　a　compassionate　use　program．
　　II．　Complete　results　in　259　patients　implanted　world　wide．
　　III．　lncompletely　reported　results　in　462　patients　implanted　world　wide．
1．　Vancouver　Experience　（Table　1）
　　Our　program　started　in　March　of　1996．　Since　then　we　have　accepted　with　“intention　to　treat”　24
patients．　Twenty　one　of　24　patients　were　ASA　4　classification　（8790）．　Common　risk　factors　included
coronary　artery　bypass　graft，　previous　MI，　low　ejection　fractions　（2390　to　3290），　C．O．P．D．，　hostile
abdomen　and　previous　cobalt　therapy．　lnvestigation　required　complete　cardiac　assessment　and　anes－
thetic　consultation．　All　patients　were　male　with　an　average　age　of　71．　Procedures　were　carried　out　by
ajoint　team　of　interventional　radiologist　and　vascular　surgeon　and　deployment　was　carried　out　equally
by　surgeon　and　radiologist．　Complicated　catheter　and　wire　manipulations　were　carried　out　if　required
by　the　interventional　radiologist．
　　Patients　were　selected　for　suitability　following　combined　consultation　with　both　members　of　the　team．
The　vascular　surgeon　was　responsible　for　selecting　other　options　of　management　in　the　case　of　inabil－
ity　to　deploy　the　device．　All　grafts　used　were　custom　built　by　World　Medical．　The　measurements　were
determined　by　3－D　CT　scanning，　angiography　with　marker　catheter　and　on　occasion　MRA　scan．　We
favor　the　availability　of　spare　parts　should　either　proximal　aortic　or　distal　iliac　extensions　be　required．
We　have　used　in　8090　of　cases　the　presence　of　a　stiff　guide　wire　from　the　left　brachial　artery　to　the
right　and　the　left　femoral　artery　（gondola　technique）　to　facilitate　passage　of　the　delivery　system　espe－
cially　in　situations　where　the　iliac　arteries　were　either　small，　calcified　or　tortuous．
　　Successful　deployment　was　achieved　in　83％　of　cases．　Conversion　to　retroperitoneal　aneurysm　resec－
tion　was　undertaken　in　three　patients　（1290）　and　occurred　during　the　time　of　our　early　experience
with　the　first　10　patients．　ln　our　last　14　patients　there　have　been　no　incidences　of　conversion　which
Table　1　The　Vancouver　Patient　Profile－Talent　Graft
Patients 24
Male 24
丁目A　risk　r＞r 21（87％）
SuccessfUl　deployment20（83％）
Conversion　to　open　surgery3（12％）
Inability　to　access 1
Mortality 1（5％）
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Table　2　Vancouver　Experience　with　the　Talent　Graft
Success乱11　dcployment 20
Endo　leaks 3（15％）
Endo　Ieaks　sealed 3
Late　leaks　after　successfhl　seal0
Late　mortalitア 0
Mean　fbllow－up 9months　maximum　24
Table　3　World　wide　clinical　patient　data　for　the　Talent　device　based　on　devices　implanted　since　December　of　1995
　　　　　　　N　＝　462
Demographics Incidence（％）
Y：）ungest　patient 27
Oldest　paticnt 98
Mean　age 69
＃・fmale　pts・ 374（81％）
＃of　female　pts． 82（17．5％）
ASA　CIassification
@　　（N＝73）
Incidence（％）
1 8（10％）
II 19（26％）
III 22（30％）
IV 24（32％）
attests　to　the　difficulty　of　a　“learning　curve”．　Overall　mortality　was　890　for　patients　accepted　for　treat－
ment　but　in　one　of　these　patients　the　device　could　not　be　delivered　due　to　severe　iliac　disease．　The
patient　later　sustained　a　stroke　and　also　ruptured　his　aneurysm．　ln　the　patients　with　successfu1　deploy－
ment　there　was　one　death　（590）　from　massive　MI　two　days　post－operatively．　Endo　leaks　occurred　in　1590
0f　patients　（Table　2）　developing　at　one　month　and　eight　months　and　immediately　at　deployment　in
one　of　three　patients．　All　were　successfully　closed　by　extensions　of　an　endovascular　graft　and　there　has
been　no　recurrence　of　endo　leaks　in　any　of　these　patients　and　no　development　of　endo　leaks　in　any
of　the　remaining　patients　that　we　have　followed　by　interval　duplex　or　CT　scan．　There　have　been　no
cases　of　stent　graft　migration　in　our　follow－up　to　date　with　maximum　time　period　of　24　months　and　a
mean　of　nine　months．
II．　Complete　Results－World　Experience　Talent　Graft　（Table　8）
　　As　multiple　centres　throughout　the　wold　start　programs　for　utilization　of　endovascular　grafts　it
becomes　quite　arduous　to　obtain　accurate　follow－up　data　since　many　centres　are　collecting　their　own
data　for　subsequent　publication　and　may　be　reticent　to　share　their　results．　We　believe　that　we　have
complete　implantation　data　on　259　patients　world　wide　and　partial　data　on　462　patients　and　are　aware
that　in　excess　of　1100　Talent　grafts　have　been　implanted　to　date　with　experience　world　wide　growing
exponentially．
　　Table　3　illustrates　the　patient　profile　with　the　predominance　of　males　in　8190　of　cases，　a　mean　age
of　69　and　with　5690　of　patients　in　ASA　class　2　and　3　category　indicating　that　many　centres　are　offer－
ing　this　procedure　to　patients　who　are　not　necessarily　in　a　high　risk　category．　This　may　suggest　some
acceptance　of　this　new　technology　for　patients　who　would　otherwise　be　normal　candidates　for　aneurysm
resecUon．
　　The　majority　of　grafts　are　deployed　in　a　bifurcation　position　（Table　4）．　Successfu1　deployment　for
this　group　was　achieved　in　83％　of　cases　but　in　more　recently　available　company．　data　the　success　rate
is　now　reported　in　the　9290　range　as　experience　increases　and　the　learning　curve　drops　and　this　indeed
（　16　）
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Table　4　lmplantation　data　Talent　device　N　＝　462
Implantation　Data
Successful Unsuccessf皿Success　Rate
Bifhrcated　AAA 263 26 92％
StraightAAA 69 9 88％
Thoracic 69 8 89％
Iliac 19 3 86％
Table　5　Report　complications　Talent　device　N　＝　259
Reported　ComplicationsIncidence Percent
Access 20 8％
Dep1・yment 38 14％
Endoleaks　at　implantation 36 14％
Thrombosis 4 1．5％
Conversion　to　surgery 21 84％
Paticnt　deaths 9 3．4％
Table　6　World　wide　clinical　patient　data　for　Talent　device　based　on　implantation　since　December　of　1995　N　＝　462
Reported　ComplicationsIncidencePercent
Access 20 4％
Depl・yment 38 8％
Endoleaks　at　implantation36 8％
Thrombosis 4 0．8％
Convcrsion　to　surgery 21 4％
Patient　deaths 9 2％
FoHow　Up
@　Thne
Incidence　　　％
iN＝107）
6weeks 42 39
3months 34 32
6months 22 21
12months 9 8
coincides　with　our　own　experience．　Thoracic　aneurysms　were　successfully　treated　in　8190　of　cases．　More
recent　data　in　over　100　cases　performed　world　wide　suggests　that　deployment　success　rates　of　9690　are
achievable　for　this　group．
III．　lncompletely　Reported　Results　in　462　Patients　lmplanted　World　Wide
　　More　recently　recovered　data　on　462　patients　on　whom　details　of　implantation　were　available　but
long　term　follow－up　was　not，　suggests　that　the　mortality　rate　of　290　（Table　6）　is　falling　as　experience
increases　together　with　deployment　difficulties　at　890　and　the　necessity　to　convert　to　an　open　surgical
procedure　in　490　of　patients．　Endo　leak　data　（Table　7）　suggests　its　occurrence　within　30　days　of　implan－
tation　of　the　endovascular　graft　to　be　890　（36　of　462　patients）．　The　majority　of　these　occur　at　the　prox－
imal　end　（5590）．　ln　a　far　smaller　group　of　patients　successfully　implanted　by　us，　our　endo　leak　rate　was
1590　but　appears　to　have　been　reduced　considerably　by　adopting　a　policy　of　closing，　by　graft　exten－
sions，　any　leaks　that　were　identified　at　the　time　of　deployment．　Evidence　suggests　（Table　8）　that　a　sig一
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Table　7　Endo　leak　data　based　on　462　patients
1．ocation　of　Endoleak Incidence Percentage
Proximal　End 20 55％
Distal　End 12 33％
Junction　of　Graft 3 8％
Other：Fabric　Tcar（ePTFE） 1 3％
Table　8　Status　of　endo　leak　（N　＝　36）　in　462　patients
Status　of　Endoleak IncidencePercentage（N＝36）
1’eft　untreated　at　hnplantation 20 55％
Resolved　spontaneously（1－3　days）4 20％
Resolved　spontancously（1－3　months）5 25％
Required　treatment 4 20％
Resolved　spontaneously（tirne　unknown）7 35％
Treated　after　hnplantation 16 44％
Ballooned 4 25％
Extension 9 56％
Surgical　repair 3 18．5％
Resolved　after　treatment 16 100％
nificant　number　of　endo　leaks　identified　up　to　three　months　following　implantation　but　left　untreated
do　close　spontaneously　in　4590　or　9　out　of　20　instances，　although　follow－up　is　short．　Three　out　of　36
（890）　did　require　surgical　repair　of　a　persistent　leak　but　a　significant　number　of　the　whole　group　of
36　required　a　definitive　treatment　for　their　endo　leak，　namely　either　balloon　angioplasty　or　graft　exten－
sion　in　1990　of　cases　to　effectively　manage　this　problem．　Again，　this　data　represents　incomplete　and
short　term　follow－up　of　a　significant　number　of　patients．
Complications　of　Endovascular　Repair　of　Aneurysms
　　Without　doubt　our　own　experience　has　introduced　us　to　the　possibility　of　several　pit　falls　that　may
be　encountered．　The　technology　of　the　Talent　device　we　have　been　using　over　the　last　24　months　is
constantly　changing　as　the　company　responds　to　concerns　that　we　like　many　other　centres　pass　on　to
them．　As　our　experience　increases　our　“learning　curve”　starts　to　improve．　Nevertheless，　we　believe　it
is　important　and　indeed，　our　responsibility　to　share　our　experience　in　this　regard．
High　Deployment　（Fig．　5）
　　Inadvertent　high　deployment　of　the　endovascular　graft　occurred　in　one　case　due　to　table　movement
and　resulted　in　coverage　of　both　renal　arteries．　A　through－and－through　guide　wire　（Fig．　6）　was　utilized
to　place　traction　across　the　bifurcation　of　the　graft　in　order　to　reposition　the　graft　and　uncover　the
renal　arteries．
　　Buckling　of　the　lower　end　of　the　deployed　graft　occurred　in　our　very　first　patient　（Fig．　7）　in　an　unsup－
ported　graft　and　was　corrected　by　utilization　of　a　tip　deflecting　wire　and　snare．　This　problem　is　much
（　18　）
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Table　9Hospital　stay　following　Talent　endovascular　graft
implantation
Patients 20
Same　day　admission 4＊
〈24hours ll（55％）
2－4days 7
4－9days 2
’Also　discharged　〈　24　hours
（　19　）
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1ess　likely　to　occur　since　the　Talent　graft　has　now　a　completely　supported　exoskeleton　and　stabilizing
bars　to　prevent　this．
Coil　Embolization
　　Figure　8　represents　coil　embolization　and　iliac　graft　extension　in　a　patient　found　to　have　an　endo
leak　three　weeks　following　initial　aneurysm　treatment．　Figure　9　illustrates　a　small　endo　leak　identified
at　the　time　of　original　deployment　that　was　treated　expectantly．　One　month　later　this　patient　presented
with　abdominal　pain　and　repeat　CT　scan　demonstrated　a　contained　leak　of　contrast　into　the　anterior
wall　of　the　ancurysm．（Fig．10）Success舳l　closure　of　both　proximal　aoric　and　distal　iliac　leaks　was
achieved　by　graft　extension　performed　via　the　femoral　arteries．
Dislodgment
　　Dislodgment　of　the　proximal　aortic　stent　（Fig．　11）　occurred　in　one　patient．　Had　“spare　part”　graft
extensions　been　available，　successful　re－deployment　might　have　been　achieved　in　this　patient．　ln　the
absence　of　these，　however，　conversion　to　surgical　retroperitoneal　resection　was　required　with　an　unevent－
fu1　outcome．
The　Budget　Case　for　Endovascular　Grafts　＆　Hospital　Stay
　　Endovasucular　grafts　due　to　the　research　and　development　costs　are　naturally　expensive　compared
to　standard　dacron　grafts　currently　in　use　for　aortic　surgery．　We　have　had　to　satisfy　both　our　hospital
administrators　and　Ministry　of　Health　that　we　are　pursuing　realistic　goals　that　are　cost　effective　in　terms
of　the　maximal　use　of　today’s　health　care　budget．　With　this　in　mind　we　accept　that　our　program　is　as
yet　in　use　for　compassionate　grounds　only　and　that　we　are　on　the　“learning　curve”　still．
　　We　have　carefully　tracked　expenditures　both　for　this　new　technology　and　for　standard　management
of　patients　with　aortic　aneurysms　using　identical　patient　cohorts．　We　have　established　that　on　a　com－
parison　basis　that　endovascular　grafts　are　revenue　neutral　in　comparison　to　aortic　surgery．　This　takes
into　account　the　cost　of　the　device，　the　catheters　wires　and　contrast　and　also　the　number　of　days　on
average　that　a　patient　with　an　endovascular　graft　spends　in　hospital　（average　2．4　days）　compared　to　a
patient　with　an　open　surgical　procedure　（11．6　days）　in　our　institution．　As　our　program　gains　experi－
ence　we　have　started　to　admit　patients　on　the　day　of　the　procedure　and　in　11　or　55910　have　discharged
them　in　less　than　24　hours　（Table　9）．　ln　18　of　20　patients　（90％）　successfully　treated，　discharge　from
hospital　has　occurred　within　four　days　resulting　in　a　subsequent　significant　cost　saving．　We　feel　that　if
early　discharge　in　high　risk　patients　whose　treatment　is　undertaken　on　compassionate　grounds　is　pos－
sible　that　future　expansion　of　our　program　to　treat　a　lower　risk　category　of　patient　should　be　equally
successfu1　in　this　regard．　lf　this　is　true　we　can　certainly　justify　the　cost　of　this　expensive　technological
advance　but　would　anticipate　that　competition　in　the　marketplace　will　reduce　the　cost　of　the　device
and　make　the　procedure　even　more　cost　effective　in　the　future．
Device　Technical　Complication　（DTC）
　　As　first　described　by　Dr．　Geoff　White　from　Sydney，　Australia，　these　are　frequent　when　added　together
（Table　6）　for　each　graft　deployment　and　may　exceed　3090　in　a　particular　patient．　However，　while　this
figure　may　appear　alarmingly　high　it　must　be　compared　with　complications　associated　with　standard
open　surgery　including　cardiac，　cerebrovascular，　wound，　pulmonary　and　urinary　problems　and　thus
may　exceed　DTC’s　if　assessed　in　this　light．
（　20　）
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Discussion
　　An　explosion　of　technology　in　the　field　of　vascular　surgery　in　last　five　years　has　seen　the　emergence
of　various　stent　graft　combinations　that　are　employed　during　minimal　surgery　to　prevent　the　risk　of
aneurysm　rupture　in　darefully　selected　patients．　We　have　chosen　to　utilize　the　Talent　systemi　during
the　last　two　years　although　it　is　our　intention　to　also　look　at　least　one　other　system　in　a　side－by－side
comparison．　The　Talent　system2・8・4　lends　itself　to　utilization　in　the　larger　aneurysm　neck　of　up　to　34
mm　and　uniquely　in　the　thoracic　aneurysm　with　neck　diameters　up　to　44　mm．
　　The　ability　to　cross　the　renal　arteries　with　an　open　wire　technique　is　an　added　advantage　in　certain
situations　and　is　again　a　unique　feature　of　this　system．　Although　our　initial　experience　was　rewarded
with　only　an　8890　successfu1　deployment　rate，　like　other　centres　we　have　seen　this　improve　in　our　most
recent　patients　and　anticipate　success　in　over　9090　of　patients　accepted　on　an　“intention　to　treat”　basis．
While　we　have　decided　on　a　cautious　approach　to　accepting　this　technology　by　only　accepting　high　risk
patients，　other　centres　around　the　world　are　offering　this　procedure　to　a　broader　base　of　patients　with
fewer　risk　factors．　lt　would　appear　from　early　analysis　of　this　data　that　very　acceptable　results　are　being
achieved．　lndeed　it　is　our　intention　with　approval　of　Canadian　regulatory　authorities　to　expand　our
indications　for　patient　enrollment　within　the　next　six　months．　lt　is　encouraging　to　note　that　there　have
been　no　reported　cases　of　stent　graft　migration　and　no　graft　infections　with　the　Talent　system　in　over
two　and　half　years　of　its　use．
It　is　our　hope　to　start　a　program　shortly　for　management　of　thoracic　aneurysms5．　This　procedure　has
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been　successfully　reported　by　Dr．　B．　T．　Bui　et　al．　from　the　Montreal　Heart　lnstitute　using　the　Talent
graft　and　in　a　personal　communication　by　professor　Shin　lshimaru6　in　more　than　50　cases　utilizing　his
own　graft　design．　Dr．　lshimaru　has　demonstrated　successfu1　deployment　in　over　8690　of　patients　with－
out　evidence　of　paraplegia．　Mortality　was　690　including　surgical　conversions．　A　retrievable　stent　graft
is　used　together　with　proximal　and　distal　balloon　occlusions　for　20　minutes　while　measuring　changes
in　evoked　sensory　potential，　systemic　blood　pressure　and　cardiac　output．
　　The　incidence　of　D．T．C．’s　（device　technical　complications）　appears　high　in　reported　series　to　date
but　must　be　compared　with　morbidity　factors　known　to　occur　with　open　surgical　techniques．　lt　must
also　be　acknowledged　that　in　the　early　days　of　aneurysm　management　in　the　1950’s　risks　of　surgery
were　considerably　higher　than　those　identified　in　this　day　and　age．　One　might　anticipate　that　DTC’s
will　diminish　as　experience　and　knowledge　increases．　This，　however，　will　not　be　easy　for　centres　involved
in　this　technology　to　achieve　simply　on　the　basis　of　improved　design　of　divices　used．　The　learning　curve
is　hard　to　escape　and　as　centres　with　knowledge　and　experience　commit　to　teach　other　surgeons　and
radiologists　interested　in　learning　this　technology　it　may　be　some　considerable　time　until　experience
in　obtaining　excellent　deployment　rates　diffuses　out　to　the　regional　hospital　communities．
　　Endo　leaks　are　a　common　feature　with　an　incidence　of　8　to　1290　of　device　technical　complications
and　as　some　authors　have　suggested，　this　may　be　the　“Achilles　heal”　of　this　procedure．　The　majority
occur　in　reference　to　proximal　or　distal　deployment　sites　and　represent　an　incomplete　seal．　While　in
isolated　instances　endo　leaks　may　heal　spontaneously　we　believe　that　this　is　seldom　the　cse　and　that
early　or　late　recurrence　of　these　leaks　will　be　the　rule．　Based　on　our　experience　to　date　we　advocate
treating　the　leak　at　the　time　of　identification　even　if　it　occurs　at　the　time　of　initial　deployment．　This
mandates　having　spare　extension　parts　to　facilitate　treatment　but　avoids，　we　think，　the　necessity　of
re－admitting　the　patient　at　a　later　stage　and　more　importantly，　running　the　risks　of　rupture　in　an
aneurysm　that　has　not　been　adequately　sealed　from　systolic　blood　pressure．
　　Our　own　experience　has　taught　us　that　calcified　and　tortuous　iliacs　can　be　hard　to　negotiate．　Our
“gondola”　technique　with　a　stiff　wire　from　the　brachial　to　femoral　artery　facilitates　this　but　we　also
anticipate　that　as　delivery　systems　reduce　in　size　that　this　will　become　less　of　a　problem．　Within　the
next　few　months　World　Medical　will　introduce　a　bifurcation　graft　that　can　be　delivered　though　an　18
French　sheath．　This　is　not　a　percutaneous　size　but　will　doubtless　facilitate　and　improve　deployment
results．　The　ability　to　reduce　sheath　size　has　centred　around　reduction　of　the　thickness　of　the　poly－
ester　graft　from　O．18　mm　to　O．06　mm．　While　offering　some　concerns　as　to　the　possible　development　of
fabric　leaks　to　blood　and　contrast　initially　or　to　increased　pressure　changes　within　the　aneurysm　at　a
later　stage　the　manufactures　have　maintained　graft　strength　at　25　lbs　per　square　inch　with　very　little
increase　in　porosity　with　this　tightly　woven　polyester．
　　Everyone　has　concerns　regarding　changes　in　the　anatomy　that　takes　place　within　the　occluded
aneurysm　and　questions　as　to　whether　this　will　translate　into　endovascular　graft　migration　or　endo
leaks．　That　the　majority　of　successfully　treated　aneurysms　reduce　in　diameter　over　a　period　of　approx－
imately　one　year　is　well　known．　While　initially　it　was　our　belief　that　1090　of　patients　with　aneurysms
might　be　candidates　for　this　technology　it　is　clear　that　this　estimate　is　incorrect　and　that　the　true
figure　probably　lies　in　the　region　of　50　to　7090．　lf　this　is　correct　and　if　the　long　term　results　of　this
technology　prove　successfu1　it　is　anticipated　that　a　major　impact　will　take　effect　internationally　in　terms
of　delivery　of　health　care　for　our　aging　population．　lf　indeed　patients　with　aneurysms　can　be　discharged
within　24　hours　of　admission，　restructuring　of　short　stay　facilities　within　the　hospital　will　clearly　be
needed．　ln　Canada　this　would　certainly　be　in　keeping　with　the　objectives　of　the　Ministry　of　Health　but
it　could　also　open　the　door　to　patients　with　small　abdominal　aortic　aneurysms　and　very　high　risk　elderly
patients　who　may　otherwise　have　not　have　been　candidates　for　surgery．　Time　will　tell　the　direction　we
take　and　history　will　tell　us　if　our　judgment　was　correct　as　peer　review　scrutinizes　the　results　of　our
endeavors．　Graft　healing　and　graft　infection　are　issues　yet　to　be　judged．　Although　few　chronically
（　23　）
一　280　一 THE　JOURNAL　O　F　TO　KYO　MEDICAL　UNIVERSITYVol．56　No．2
implanted　Talent　grafts　have　been　explanted　for　analysis，　canine　studies　from　the　University　of
Arizona7　have　demonstrated　a　complete　endothelium　and　evidence　of　an　underlying　smooth　muscle
layer　with　antibodies　specific　for　alpha　smooth　muscle　actin　developing　in　the　Talent　graft　at　12　weeks．
Evidence　also　suggests　ingrowth　of　a　cellular　matrix　from　within　the　aneurysm　in　addition　to　pannus
growth　up　and　down　the　polyester　graft　fabric．
　　The　politics　of　endovascular　technology　are　fraught　with　difficult　obstacles　and　will　vary　from
centre　to　centre．　Our　own　policy　which　we　feel　is　quite　successful　is　for　vascular　surgeon　and　inter－
ventional　radiologist　to　work　as　a　“team”．　Both　are　involved　in　graft　deployment　and　patient　selection．
The　interventional　radiologist　looks　after　difficult　catheter　and　wire　manipulations　and　the　surgeon
looks　after　difficult　surgical　issues　and　fall　back　options　if　the　procedure　is　unsuccessful，　and　of　course
follow－up．　This　system　works　for　us　and　for　our　patients　but　will　not　work　for　everyone．　However，　as
we　collectively　struggle　sometimes　to　maintain　our　interest　and　our　position　with　this　new　technology
we　must　remember　that　our　primary　objective　is　to　ensure　that　the　patient　receives　the　very　best　care
and　the　best　opportunity　for　a　successfu1　outcome．　“Turf　battles”　do　not　accommodate　this　rationale．
Conclusion
　　Endovascular　procedures　for　management　of　abdominal　aortic　aneurysm　is　a　new　and　exploding　tech－
nology．　One　may　anticipate　that　most　patients　will　require　a　bifurcation　graft．　Successfu1　deployment
will　be　achieved　in　over　9090　of　patients　once　the　learning　curve　has　been　overcome．　Mortality　is　approx－
imately　3．5％　and　is　comparable　to　standard　aortic　surgery．　Device　technical　complications　seem　high
but　are　probably　lower　than　the　complications　associated　with　open　surgery．　Conversion　rates　are
approximately　890．　Endo　leaks　will　occur　in　8　to　1290　of　cases　either　early　or　late　but　can　be　success－
fully　closed　in　the　majority　of　cases．　We　feel　that　endo　leaks　should　with　rare　exception　be　treated　by
graft　extension　at　the　time　of　identification．
　　It　is　suggested　that　a　true　team　approach，　surgeon　and　interventional　radiologist，　probably　works
well　for　the　most　successful　outcome．　As　technology　changes　including　thinner　grafts　with　slightly
increased　porosity　smaller　sheaths　will　facilitate　easier　deployment　especially　with　calcified　iliac
arteries．　However，　whether　lower　porosity　grafts　will　lead　to　recurrence　of　the　aneurysm　and　endo　leaks
has　yet　to　be　learned　and　may　be　a　limiting　factor　in　reducing　the　sheath　size　and　aiming　for　percu－
taneous　procedures．　ln　our　hands　and　in　the　initial　world　experience　to　date　the　Talent　graft　has　been
shown　to　be　very　“user　friendly”，　versatile　and　shows　great　promise　in　terms　of　durable　long　term
results．
　　It　is　crucial　of　course　that　vascular　surgeons　and　interventional　radiologists　temper　their　enthusiasm
for　new　technology　with　excellent　clinical　judgment　in　determining　just　who　are　candidates　for　this
procedure．　There　are　many　older　patients　to　whom　we　may　be　tempted　to　offer　these　new　procedures
who　may　in　fact　be　best　served　by　a　non－interventional　course．
　　It　is　also　essential　that　individuals　planning　to　participate　in　these　procedures　attend　courses　espe－
cially　those　with　“hands　on”　facilities　in　order　to　develop　technical　expertise　and　thus　maintain　the
learning　curve　in　individual　institutions　as　low　as　possible．　lt　behooves　those　of　us　already　started　in
this　area　to　share　our　knowledge　and　expertise　freely　with　our　colleagues．
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